Reply to Drs Skerrit, Modi and Clarke
Journal of Perinatology (2008) 28, 238-239; doi:10.1038/sj.jp.7211893 We greatly appreciate the letter from Drs Skerritt, Modi and Clarke, because the most important goal of our review 1 was to stimulate dialogue across disciplines. It is obvious that two pediatric surgeons and a neonatologist did exactly that in drafting their letter. We are also gratified to learn that our arguments favoring the necessity of an alternative to Bell's staging was well received. Hopefully this exchange is the beginning of a cordial and constructive debate that will reverberate throughout the neonatal and pediatric surgery communities over the next couple of years.
With regard to their specific concerns surrounding the 1250 g cutoff weight between acquired neonatal intestinal diseases (ANIDs), we certainly acknowledge that there is room for discussion as to what this demarcation should be. We have included a figure that demonstrates the distribution of ANIDs by birth weight (Figure 1 ) versus gestational age (shown in our review). It shows a decline in incidence that becomes steepest from 1000 to 1500 g. The 1250 g cutoff has been considered in some prospective necrotizing enterocolitis (NEC) trials as a way of optimizing preterm NEC capture and is the upper limit of low birth weight-associated spontaneous intestinal perforation (SIP) incidence; thus we thought 1250 g would be a logical demarcation.
This demarcation is more problematic as a cutoff for the lower end of ischemic NEC and we acknowledge that the cohort above 1250 g would more likely be contaminated with preterm NEC, if this was the only criterion used to distinguish between the two disease entities. Individual studies may choose to go lower (perhaps 1000 g) if they are focusing on capturing very clean cohorts of preterm NEC versus SIP, or higher if they are contrasting the specific etiologies of the two forms of NEC (from 1500 to 2000 g; although each successive increase would enhance the mis-categorizing of infants who were small for gestational age and had ischemic NEC).
One of the reasons we proposed 'guidelines' rather than criteria was because there could be appropriate diagnostic discretion at the bedside. That is also the reason for such an exhaustive list of variables. Not that every variable will be ticked off and tallied, but each will be considered by the informed clinician and a 'best fit' diagnosis will be assigned based on all available and relevant data. In a prospective study, Blakely et al.
2 were able to correctly diagnose NEC versus SIP 95% of the time in extremely low birth weight patients who subsequently got laparotomy, so it is clearly feasible to use bedside diagnostic criteria for some of the ANIDs.
Dr Skerritt and colleagues are also correct in stating that viral enteritis of infancy (or in the case where pneumatosis is present:
